Discussion on the Right Patient in the Right Bed Dr G F Abercrombie (London) 'There's no place like Home'. Many general practitioners are making great efforts to keep and treat patients in their own homes, and the antibiotics and other modern drugs are of immense value in aiding this. Social conditions, however, work against us, and we are all familiar with the difficulty of obtaining adequate nursing and domestic help, particularly for old people who live alone.
Surgeons too have changed their methods, for I recall, as a boy, having four quite different operations in my own small nursery, none of which would now be undertaken by any surgeon outside the walls of a hospital or a nursing home. The surgeon's personal convenience is now the primary consideration and it must be admitted that he no longer has time for domiciliary operations and the necessary after-care. Moreover, so much preliminary investigation and so much highly specialized apparatus is now required for any major operation that transfer to hospital for surgical emergencies and serious accidents is inevitable.
My impression is that patients who suffer a coronary occlusion are best kept at home, until shock has passed. To move such a patient by ambulance, perhaps only a mile or two, to a strange environment, in cold, wet or foggy weather, seems to me to add a small extra hazard which may be fatal.
Miscarriages are a considerable anxiety in unsuitable surroundings. It is often difficult to be sure whether the abortion is complete, the risk of infection is great and in the most important, the criminal case, it is very unlikely indeed that the doctor will be able to learn the true facts. More and more of these patients are being sent to hospital, where observation can be continuous and where action can be taken.
Obstetrics: Maternal mortality and the neo-natal death-rate are now so low that the utmost vigilance is required to reduce them still further, and it is authoritatively recommended that all primigravicke, all grand multipare, all those with a present abnormality or a past complication should be admitted to hospital for delivery. Added to these must be a large number whose home conditions are not suitable, by modern standards, even for a normal confinement. The present estimate is that 70% of confinements should take place in an institution, and that percentage will most certainly increase; but I have never been able to understand why very many of these patients should not return home, if home is at all suitable, within forty-eight hours. It has been demonstrated, notably by Theobald (1959) in the Bradford Experiment, that, given good cooperation all round, the risks incurred by mother and baby are negligible, and that very few mothers indeed have to be readmitted. I stress forty-eight hours, for by that time the obstetric hazards are at a minimum, and lactation has not begun. Breast feeding is far more likely to be successful in the natural home environment under the eye of a single adviser, midwife or general practitioner. The right patient is in the right bed, if in hospital for delivery; but in the wrong bed, if in hospital for the puerperium.
In general, where the patient and the doctor have a choice, the choice of right bed is dependent upon a number of extraneous factors. There are still institutions which keep their opinions so strictly to themselves that I suspect they are original members of the S.S.IJ.I., the Society for the Suppression of Useful Information. The chosen hospital should not be so far from home that visiting by relatives and friends is unduly time-wasting. A previous happy experience in a particular hospital is a reason for return to that hospital, and to the care of the same consultant. It is deplorable that an 'old' patient, and here I put 'old' in inverted commas having in mind those whose disease is mortal, should be turned away from an institution in which he has confidence. It has often seemed to me that the decision, whether to admit or not to admit, is in the hands of very junior medical men or women, who have neither the experience, nor the authority, nor indeed the humanity, that the occasion demands. The old 2500 Manchester diagnosis, K.O.H., Kindness of Heart, should never be forgotten. It is common 2000 knowledge, too, that in emergencies of this kind, where the original hospital cannot, or will not, admit, other hospitals are very reluctant to do so and to embark afresh on the investigations which have already been done elsewhere. 1000 I shall say nothing of the nursing staff, except to quote Sir Alan Herbert: 500 'I like them fluffy, not huffy or stuffy, I like them fluffy with no brains at all.' Urgent admission to hospital in the metropolitan area of London may be achieved by several methods.
(1) If an accident occurs in the home which in the opinion of the general practitioner requires treatment in hospital, he may dial 999, summon an ambulance and despatch the patient, with an explanatory note, to the nearest suitable hospital.
(2) Urgent cases may be transferred to hospital on direct request, and where the doctor is on good terms with his local hospital, with mutual trust, this is beyond doubt the best method.
(3) A doctor may arrange a domicilary consultation with the idea of obtaining admission for his patient to hospital, not 'immediately', but without undue delay. This method savours of jumping the queue, and some consultants will not come out to such consultations, for fear that they will be embarrassed thereby. I personally regard the method as perfectly legitimate, provided the doctor is prepared to play the game fairly. He should be in genuine doubt whether his patient should be sent into hospital, and if so, how soon. This is the problem the consultant is invited to solve and he must accept some of the responsibility for the decision taken. If the patient may safely remain at home under observation, well and good; but if he ought to be sent into hospital promptly, then priority is established, and jumping the queue is right and proper. (4) About 65,000 cases a year in London are admitted through the Emergency Bed Service, which is a department of King Edward's Hospital Fund and acts as an agent for the four metropolitan regional hospital boards. It was designed to save the time of the busy general practitioner by doing his hospital telephoning for him, and it is his highly skilled and specialized secretary. Those whom it succeeds in placing have very little choice of hospital. The doctor in his application may state a preference, which will be implemented, if possible. Hospitals often ask for particular types or manifestations of disease; enthusiastic On the whole, however, E.B.S. has such a remarkable store of local knowledge that it is seldom that a patient will find himself in the wrong bed. The work of the E.B.S. is subject to very considerable seasonal variations (Fig 1) . Here, in graphic form, are the applications made in the last three years from July 1957 to June 1960, divided into male and female. Acute surgical cases amount to a steady average of about 800 a month, with, as might be expected, more women than men. By contrast, the seasonal variation in the respiratory group is enormous, and mnen always outnumber women. Fig 1 shows first the epidemic of Asian influenza in October 1957, followed by another influenza epidemic in January and February 1958. Just one year later, there was an even more serious epidemic, which strained the resources of E.B.S. and of the hospitals to the uttermost, so that it was no longer a question of the right patient in the right bed, but almost of any patient in any bed. Last year there was no difficulty. Abortions come in steadily, eight, nine or ten a day, though there is a perceptible rise over these last three years. Applications for unbooked maternity cases show a new and very ugly feature, for Here the admissions, excluding infectious fevers, for the same three years are broken down into age groups, and some curious facts emerge. Why is E.B.S. invariably asked to arrange admission for more male infants than female? Why do boys still predominate at ages from 5 to 14? Naturally, in the child-bearing period of life, women are more frequently admitted than men, but even if from the upper dotted line all abortions and obstetric cases are subtracted we still find women admitted more frequently than men. In the next age group, 45 to 64, there is a clear reversal, and men outnumber women, particularly during epidemics. At 65 to 79, the number of male admissions falls below the female, except, again, at times of epidemic stress, and in the oldest age group women predominate throughout.
There are times when it is a matter of great difficulty to get the right patient into the right bed, or indeed into any bed at all. I wish that there was a better feeling and a greater sympathy, between hospitals and general practitioners. We are all desperately tired on occasion, whether we work outside or inside a hospital. That is when mis-takes are made, and patients are needlessly sent in or unthinkingly refused. Just a little more mutual confidence, just a little more understanding between the two worlds, would make a vast difference to the problem of getting the right patient into the right bed.
Mr V J Downie (Barnet) This paper examines the conventional arrangements by which a patient is allotted a bed in a general surgical ward, and gives an account of arrangements which have been in operation at Barnet General Hospital for the last two years.
One of the treasured relics of a certain hospital in the Midlands is a one-time regulation forbidding more than 2 patients to occupy the same bed at the same time, and an injunction to the effect that should one of the incumbents die, his body ought to be removed as soon as possible. Of recent years we have got into the habit of giving each patient a bed of his own. Segregation of the sexes is also an accepted principle. On very rare occasions this restrictive convention is circumvented by the private enterprise of the patients themselves. The hospital population is further divided, on the basis of age, into three groups: (a) Children, (b) the aged, and (c) the rest. The last two have often to be mixed, owing to the shortage of geriatric beds or the specialist treatment required. Childhood stops, from an administrative angle, at the age of 12, at a safe enough distance from puberty to allow the sexes to be mixed. After this, by recent decree, a child is deemed to have criminal responsibility, and to be a fit associate for his elders and betters in the adult wards. There is no separate accommodation for adolescents, and we do not seem disturbed by the possible effects on sensitive adolescent minds of their abrupt introduction to the seamy side of life in a hospital ward. Pain, death, incoherence, obscenity, and the physical ravage of disease, are grim companions for a teenage child. A patient entering the general surgical wards of a hospital is allotted a bed on these two criteria, age and sex, plus one otherthe identity of his surgeon. In the case of an emergency, the surgeon's name is a product of the provisional diagnosis and the duty rota and no other considerations are taken into account. This paper began with the erstwhile premise that a patient has a right to only half a bed. It will continue with the postulate that a surgical patient requires at least three, and often four beds. Anesthetists were the first to recognize that one bed is not enough. Modern anxesthetics are wondrous affairs, but for a time they may so dim the flame of life that if it is not watched, and sometimes fanned, it may go out. A flame is kept alive by oxygen, and it was for lack of this that patients died-in hospital corridors, in lifts, and in dark corners of a sleeping ward. Anmsthetists now rightly demand that every operating theatre shall have an adjacent recovery ward, well lit, adequately equipped, and with an experienced staff, where patients may remain under skilled supervision until the effects of the anxsthetic drugs have worn off. This may be a few minutes, or several hours. In the recovery ward the patient is unaware of his surroundings, and unaware of his 'second bed', but for the remainder of his stay in hospital he is acutely conscious of his environment. Unfortunately he is not likely to share our detached appraisal of the therapeutic paraphernalia which encumber some of his neighbours. 'Emergency Ward 10' has gone a long way in conditioning the public mind to the benefits which accrue from a hypodermic injection, but it is reticent about the duodenal tube, half-hearted in its portrayal of the drip transfusion, and justifiably squeamish in its attitude to the vomit bowl, the sputum mug, and the indwelling catheter.
The newcomer to a surgical ward is understandably curious about the well-being of those fellow customers who have had his 'own' operation, and a man with a grumbling appendix may be forgiven a twinge of misgiving when he finds out that the rather ill-looking appendix case in the next bed has just been reopened for intestinal obstruction. We can sympathize, too, with the candidate for gastrectomy who discovers that the dying man on the other side of the ward had a 'stomach ulcer' removed a year ago. It would be wrong to tell him if we ever thought about it, that the term 'ulcer' can be a kindly euphemism for cancer. If investigations prolong our patient's role of spectator, his stay may be enlivened by the excitements of a burst abdomen, or the more sombre drama of a massive pulmonary embolism. Small wonder that patients in a general ward undergo a period of intense anxiety before an operation, and greater wonder that we have permitted for so long this trial by ordeal.
At Barnet General Hospital the traditional method of allocating beds to individual surgeons has been abandoned, and the general surgical block is divided into two components, acute wards and routine wards. Patients for elective operation, or for observation and investigation, are admitted to the routine wards, whence, in due course, most of them go to the operating theatre. The acute wards receive patients only from the theatre, and only after an appropriate period of observation in the recovery ward which forms part of the theatre suite. Emergency admissions for immediate operation go direct to the theatre from the casualty department. Post-operatively, patients are retained in the acute ward until their recovery is assured, when they either go home or return to the routine wards. The dying are generally nursed in the side rooms of both acute and routine wards, but these rooms are not used exclusively for this purpose, and there is no suggestion of a 'death block'. By this system no patient encounters the distress of others until such time as it is outweighed by his own travail. During the waiting period before operation he enjoys relative tranquillity, and the company of others who are making an uneventful recovery. His nights are undisturbed by emergency admissions or by the colourful therapy which a modern hospital can bring to bear upon the gravely ill. The limited resources in trained nursing staff can be deployed to the best advantage, and to some extent, concentrated on the acute wards. It would be idle to pretend that there are no disadvantages in this arrangement. Some patientsnot manycomplain of the transfers from ward to ward. Each surgical team loses any proprietorial rights it may have cherished over a particular ward, and the nursing staff have to learn the differing techniques and routines of individual surgeons. These disadvantages were anticipated before the experiment started, but they have not prejudiced its success.
The recovery ward is the province of the anesthetists, but it may well prove to be the appropriate place for the treatment of certain patients who are customarily admitted to the medical wards. In this group are those suffering from barbiturate poisoning, status epilepticus and status asthmaticusindeed, any case requiring intermittent positive pressure respiration, or in which the physicians may wish to draw on the special experience of anesthetists in the field of respiratory physiology.
In private life the bed can look just right .. or devastatingly wrong. More than any other item of furniture it reflects the personality and habits of its owner. Hospital beds are afflicted by a uniformity of design and decor, and it is pleasing to find that amongst their serried impersonal ranks, some beds can be righter than others.
Dr C Allan Birch (Enfield)
The right bed for any patient is the bed in which he can get whatever medical and nursing care is necessary for him. This is obvious enough but occasionally these requirements are not met. This is because the machinery which gets patients into hospital is satisfied once a bed is found. Whether it is the right bed or not is another matter. The right bed must be the one which has the right kind of doctor attached to it. It is sad to see a patient, as I have done, moribund from hematemesis in a Section ofGeneralPractice Cottage Hospital bed, found for him by the Emergency Bed Service, as a case of gastric ulcer. Practitioners have complained about being kept at the end of a telephone when seeking a bed and also of detailed cross examination by the houseman when he answers it. It is exasperating to have one's clinical judgment called into question by a pre-registration house officer who, when asked to find a bed for a patient comatose from an intracranial vascular accident asks, 'have you tested the urine to exclude diabetic coma?' Happenings such as these caused the Enfield Group Hospital Management Committee, in November 1957, to set up a Group Admissions office. This office is staffed by one administrative officer and one clerk. It deals with about 1,000 admissions and 200 day cases each month into about 1,000 beds of five hospitals. A bed board showing the bed state in each hospital is brought up to date each morning and then kept correct throughout the day. The office also controls all waiting lists and is able to provide useful statistical information very easily. The appointment of a Group Admissions Officer has brought about many improvements such as a quicker reply to requests for admission from General Practitioners and the E.B.S., better bed occupancy, quicker turnover and a reduction in waiting list. The main theme of my remarks is therefore that the right bed for any patient is the bed in which he can get the particular treatment he needs, and that in finding such a bed, rather than any bed, an Admissions Office is a very great help.
A notice, which I saw in an American Hospital, reminds us that we should aim to provide the right bed with hotel type service. The first sentence reads 'Hotels have accumulated fortunes by astutely commercializing the Biblical injunction "6a soft answer turneth away wrath". Hospitals have not yet learned this lesson'. I asked one of my ward sisters which bed she thought was the right one for any patient, and she said 'his own bed at home'. I think the significance of this remark is that at home there would be no ward sister to make the patient stay in bed. Richard Asher in his inimitable way has emphasized how any bed may be the wrong bed for the patient who should be up on his feet. He would put beds and graves in the same category and re-write hymn No. 33 in Hymns Ancient and Modern 'Teach me to live that I may dread, w The grave as little as my bed', and replace it by 'Teach us to live that we may dread, Unnecessary time in bed, Get people up and we may save Our patients from an early grave'.
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The poet Ovid wrote 'Deprived of rest all prematurely die, 'Tis this alone that doth our strength supply'. but I do not think that by rest this poet meant necessarily rest in bed.
Cottage hospital beds: My own feeling about these is that, while they are very nice for the straightforward case needing mainly nursing care, they are inadequate when the straightforward case becomes complicated as it often does. Many cottage hospitals have no houseman and the patient's general practitioner may be elsewhere when wanted. Suggestions that cottage hospital beds should be used differently make practitioners fear that they will lose these beds and I favour the settingup of General Practitioner Units within general hospitals. I feel that patients would then be more sure of prompt attention when emergencies arise, and I think the doctors would enjoy working in a busier place. Casualty beds: The provision of a few beds for the use of the Casualty Officer, and into which he can admit patients for a short time for observation will save admitting patients to the main ward. More than one patient in a bed: When there are two patients in one bed you will all agree that one of the patients is in the wrong bed. I don't suppose many of us have seen a hospital with two patients in one bed, but I saw this not long ago in a country far away from here. Unfortunately, I did not do what I should have done and that is to take a photograph at the time, and I would like to advise all doctors who travel and see things of medical interest, to make pictures of them at the time. My request for photographs from the doctor at the hospital has been refused for political reasons. However, as this interesting picture is not available, I will read you a short extract from the diary of a surgeon in the year 1751, by John Knyveton, which shows that two hundred years ago it was usual to have several patients in a bed. Describing his experiences as a student he says 'The wards at first sight rather curious, the beds of inoderate width, and containing not more than three to four patients, but these placed the feet of one to the head of another, so that each received not the tainted effluvium oftheir respective complaints. In the infants' wards there were, of course, any from six to eight in one bed. Pregnant women have their own ward to which they are taken when the pains seize them, but from the press those in the earlier stages are frequently put to lie with those about to die, so that comfort is had by both'. Combined medical and surgical beds: For some conditions such as acute gastro-intestinal heemorrhage it is probably an advantage to have beds for patients having medical and surgical treatment in the same ward. When this happens the operation comes to be properly regarded as merely a rather specialized piece of therapeutics. The medical patient in a surgical bed: A surgical bed while it may be necessary for the surgical condition, e.g. a fracture, may not be the right bed from which to treat a co-existing medical condition. It is not unknown for pernicious anemia and diabetes to be temnporarily neglected in a surgical ward. A mnore serious mishap arose a few years ago when artificial pneumothorax was the treatment for pulmonary tuberculosis. A patient with an artificial pneumothorax was kept in a surgical ward for some weeks and the refill was not given. As a result the lung re-expanded and a satisfactory pneumothorax could not be reinduced.
Position of the bed: I have found that when small rooms are used, many patients prefer a bed in the corner of the room rather than between two other beds. For some patients the right bed must be on the ground floor. Only a few days ago a patient of mine was caught climbing through the window and had he been upstairs disaster might have resulted.
Beds for smoking: Most management committees
have not yet taken the question of smoking in hospitals very seriously, and it is not uncommon to see a patient smoking in bed next to one who has respiratory disease. If a room could be provided, as in some Scandinavian hospitals, to which patients could walk, and into which beds could be easily wheeled, then this would save some irritation of the other patients. The smoking room should not have a cigarette selling machine in it.
Meeting January 181961
Discussion on Vertigo Dr J A Curfie (Reading) I thought that as a general practitioner I could most usefully summarize our present knowledge of the disease commonly called 'epidemic vertigo' and report on some recent observations. The condition was first described, so far as I know, by a Doctor Falconer in 1803 (see Falconer 1852), who in reporting an epidemic which he thought to be influenza but which clearly was not, described cases which can best be summarized by the following quotation:
'Vertigo and that to a considerable degree, was in some persons the first sign of the disease and in several instances, very alarming and distressful. I saw a lady afflicted to such a degree as not to be able to raise her head from the pillow without losing all sense, and to whom all objects appeared thrice multiplied.' Next, comes Gerlier (1887). His was a very rural practice, and if you read his delightful paper, you will find yourself walking with him through Swiss villages into the fields among the vines, where he noticed-that the mildew appeared at the same time as this epidemic and into a cowbyre where the afflicted cowman fell off his stool while milking, landing up under the cow. At least that is what Gerlier wrote. His cases do not however, conform very precisely to the usual picture. His 6 patients, shepherds, cowmen and workers in vineyards, usually got their symptoms in the afternoons rather than the morning. The cowman could manage the morning milking all right, but when it came to the afternoon he would milk say, three cows, then have to stop as he would feel giddy and lose the power in his hands and fingers. He calls this illness 'paralysing vertigo'. Typical attacks started with a severe pain in the neck, accompanied by vertigo; ptosis would follow and the head would be bowed. 'Paralysis of the extensors' was how Gerlier put it. Peasants driving carts would have to hold their eyelids open to see the way. The attack always ceased when the patient lay down, but this few could afford to do. In searching for a cause, and he did so most carefully, according to the facilities then available, he wondered whether fatigue could be involved and when he found that the harvesters were working seventeen hours a day, he thought he mnight be on the right track until he remembered the cowman who was doing little more than his usual work.
In 1925 Poston discussed the association of vertigo with encephalitis lethargica, which was present in acute epidemic form from 1915-1922. In 1936 Miller & Raven at Ramsgate, where one of them seems to have been Medical Officer to a large boarding school for girls, described an epidemic of nausea, vomiting and giddiness, which was not further defined. They concentrated more on the gastro-intestinal symptoms of this epidemic and sought vainly for food contamination. A Dr Storr in Cornwall, quite clearly had a short-lived attack of nausea, vomiting and vertigo himself at that time.
In 1933 Leyton reported attending a colleague aged 40; 3 of the staff in his house were affected, as were his secretary and her husband, and finally himself also.
In 1949 Dr Walford of Essex reported 4 cases which he thought might be epidemic but thanks to careful recording and follow-up, he was able to report last May (personal communication) that 2
